This is a well conducted qualitative study. The data set is rich and full of insights. The paper is well written and the study is worthy of publication. I have a few comments/recommendation for the authors to consider. 1) Please clarify if participants went through some consent process in the methods section 2) Please clarify if all participants were required to be present for the focus groups or if some were able to participate through teleconferencing. If individuals were not given the option of attending through teleconferencing this could have excluded some potential participants from more rural areas and should be listed as a limitation 3) Please clarify if participants were paid to participate in the study 4) In table 1, it is not clear what 'preferred format' refers to on line 37. Please clarify 5) I don't think you have utilised the demographics enough in the results section. One of the big questions I had reading through the results was if the practitioners differing opinions on CPR acceptability could be explained by profession or years of clinical experience. I know, that in my profession, most people would not be familiar with CPRs and this could be partially explained by education provided/dismissed in University courses. In particular, it would be helpful to know more about the 2 participants that had already adopted the whiplash CPR. Were they a physiotherapist who has recently graduated from a particular University? 6) In relation to my point above, it would be worthwhile discussing how people learn about CPRs. Is this mainly through university courses, workshops, or independent reading? 7) If more experienced clinicians are less likely to adopt CPRs, could like be contributed to less flexibility? 8) I think it is also worth discussing that some academics don't endorse CPRs and the impact this may be having (e.g. see Dr Chad Cooks post on the Body in Mind website: http://www.bodyinmind.org/rip-prescriptive-clinical-prediction-rules/) 9) Page 6, line 58 'dependability promote by promoting' should be 'dependability by promoting'? 10) In the conclusion there are two sentences that a very long (sentences starting on line 52, page 21 and line 12, page 22). This section should be revised to improve readability.
VERSION 1 -AUTHOR RESPONSE
The authors would like to thank both reviewers for their valuable comments.
Nicolaas D. Eland 1. Readability of the abstract may improve when CPR is written in full as clinical prediction rules (CPRs) at first occurrence Response: Corrected 2. The second comment is on Table 2 . Here, IQR should be explained in the table's legend Response: Corrected 3. Include a table, flowchart or figure, displaying a summary or overview of themes and their subcategories. This would improve readability and understanding of the paper Response: Thank you for the suggestion. We agree that this improves clarity and is now provided in " Table 3" Nicole Andrews 1. Please clarify if participants went through some consent process in the methods section Response: Please refer to Methods/Participants (pg 6): "Ethics approval was granted by University of Sydney and Griffith University Human Research Ethics Committees, and participants provided informed consent prior to inclusion in the study." 2. Please clarify if all participants were required to be present for the focus groups or if some were able to participate through teleconferencing. If individuals were not given the option of attending through teleconferencing this could have excluded some potential participants from more rural areas and should be listed as a limitation Response: Participants were required to attend the venue. Although some included participants were from rural and regional locations, we do agree that this likely limited the extent of representation. We have amended the Methods/Participants (pg 6) to read: "Participants were registered physiotherapists, chiropractors, osteopaths or general practitioners who provide treatment to people with WAD in Queensland or New South Wales, Australia, and were able to attend a focus group venue on a selected date." Discussion/Strengths & Limitations (pg 21) now reads "…findings might not be transferable to all clinicians that manage individuals with WAD given geographical constraints placed on eligibility, the requirement to physically attend a focus group session, and an absence of general practitioners in the study" 3. Please clarify if participants were paid to participate in the study Response: Thank you -Participants received an honorarium. This has been added to Methods/Participants (pg 6) and reads: "Participants were compensated for the time that they contributed to the discussion groups." 4. In table 1, it is not clear what 'preferred format' refers to on line 37. Please clarify Response: Apologies. This has been expanded to "Preferred format for CPR delivery" 5. I don't think you have utilised the demographics enough in the results section. One of the big questions I had reading through the results was if the practitioners differing opinions on CPR acceptability could be explained by profession or years of clinical experience. I know, that in my profession, most people would not be familiar with CPRs and this could be partially explained by education provided/dismissed in University courses. In particular, it would be helpful to know more about the 2 participants that had already adopted the whiplash CPR. Were they a physiotherapist who has recently graduated from a particular University? In relation to my point above, it would be worthwhile discussing how people learn about CPRs. Is this mainly through university courses, workshops, or independent reading? I think it is also worth discussing that some academics don't endorse CPRs and the impact this may be having (e.g. see Dr Chad Cooks post on the Body in Mind website: http://www.bodyinmind.org/ripprescriptive-clinical-prediction-rules/) If more experienced clinicians are less likely to adopt CPRs, could like be contributed to less flexibility? Response: We agree that exploration of potential relationships between CPR adoption and participant clinical/demographic characteristics, as well as the setting in which clinicians come into contact with a CPR, is an interesting topic for investigation. However, our focus on investigating the factors clinicians consider when deciding whether or not to adopt a CPR and discussion of adoption rates is beyond the scope of the study. More specifically: *Those who reported having used the whiplash CPR: We cannot make conclusions on the number or clinical experience of whiplash CPR users from our focus group discussions because we can only draw from the opinions of those that spoke up (i.e. we cannot conclude that 26/28 participants did not use the whiplash CPR, based on two saying that they did). Anecdotally, the characteristics of those that expressed being users of the CPR do not lend support to adoption being more likely in a specific professional background or in those with a certain degree of clinical experience (adoptees were a physiotherapist and chiropractor with 10 and 48 yrs of clinical experience, respectively). To clarify, this information has been added to the manuscript (see pg 9: "Whilst most practitioners were unfamiliar with the whiplash CPR prior to dissemination in the pre-focus group survey, two participants expressed having already adopted it (one physiotherapist and one chiropractor with 10 and 48 years of clinical experience, respectively)." *The setting in which clinicians learn about CPRs: Awareness of a CPR is an essential first step in the adoption process, and the setting in which this knowledge is acquired has been shown -at least in other evidenced-based practice-to influence implementation rates (see Iles and Davidson (2006, Physiotherapy Research Intl 11(2):93-103). Participants in our study did not emphasise where/from who they learnt about a CPR as influencing their decision to adopt it. Instead, we felt that participants expressed the desire to judge the merits of any given CPR themselves, based on the themes we have outlined in "CPR acceptability". It is possible that there may have been less discussion on a CPRs acceptability in relation to where/how it is presented given part of this study focused on a new tool that was presented to participants as part of pre-involvement survey (and not at a course etc). We have added a comment to address this point under "Strengths and weaknesses" (pg 21): "Finally, it is plausible that the environment in which clinicians learn about specific CPRs may impact adoption. Focus on a new CPR presented to participants as part of a pre-involvement survey may have directed attention away from discussing the influence of more routine sources of information, or settings in which clinicians learn about CPRs" *CPR endorsement by academics: To our knowledge little is known about academics attitudes towards CPRs, although a study by Knox et al. (2015, Physiotherapy, 101(4):364-72) reported 81% of physiotherapy educators thought CPRs assisted in developing students' clinical reasoning skills, and only 9% were opposed to teaching them. It is not clear whether Dr Cook opposes any type of CPR or only those that are prescriptive. Given this uncertainty, and the fact that academics were not included as participants in this study, we feel that inclusion of statements regarding endorsement or not of CPRs is outside the scope of this study. *Influence of clinical experience: This topic is worthy of further exploration. Again this appears largely unexplored in past literature, although one study suggests that CPR adoption by physiotherapy educators is similar in clinicians with differing levels of experience (see Knox et al. (2015) Physiotherapy, 101(4):364-72). Anecdotally, practice years did not appear to impact what factors clinicians considered when deciding on whether or not to adopt a CPR in our study, although CPRs were viewed as particularly valuable to people with less clinical experience. This is currently discussed in the theme "Weighted value".
